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Abstract
Background: Workplace Violence (WPV) in healthcare settings is pervasive. Acute care nursing
staff experience higher rates of aggression from patients. These experiences may cause physical
and psychological injury to caregivers and stress healthcare systems.
Purpose: The purpose of this quality improvement (QI) project was to strengthen understanding
of evidence-based principles for management of aggressive patients on acute care medical units.
Education enhances nursing staff sense of self-efficacy and clinical reasoning skills and is
associated with effective management of aggression. Ultimately, improved management of
aggression may lead to lower rates of patient assault towards staff members.
Methods: A pre and post intervention survey was used to assess the effectiveness of an
educational intervention on evidence-based approaches to manage and prevent workplace
violence.
Results: Twelve Registered Nurses and Patient Care Technicians participated in the QI project.
An increased understanding of the principles of aggression management was reported by a
significant majority of participants, along with an increased sense of self-assurance.
Conclusion: Prevention and management of workplace violence education was found to
effectively improve knowledge and confidence among acute care nursing staff.

Keywords: Workplace violence, workplace safety, hospital RN, hospital staff, Dynamic Appraisal
of Situational Aggression, debriefing, medical debriefing, critical incident debriefing
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Acute Care Nursing Education to Enhance Behavioral Emergency Intervention Skills
Introduction
The purpose of this quality improvement project was to help frontline staff improve their
ability to manage aggressive patients. While recent high-profile cases of nurses attacked by
patients have captured public attention, workplace violence (WPV) has long been common in
healthcare settings. WPV, defined as physical assault, verbal aggression or threats occurring
within a work setting, is four times as frequent in healthcare as compared to other workplaces
(Lakatos et al., 2018). According to the federal bureau of labor statistics, incidents of violence
against healthcare workers comprised 73% of injuries or illnesses among American workers in
2018 (U.S. Bureau of Labor Statistics, 2020). Aggression towards hospital staff by patients
constitutes the largest category of Workplace Violence (WPV) within hospitals. Rates of WPV
appear to be increasing (Lakatos, 2018), perhaps due to the increased collection of data on the
violence that has historically existed in healthcare. The aim of this project was to increase
frontline staff knowledge and confidence related to the management of workplace violence, and
ultimately to reduce rates of patient on staff violence.
Background
Injuries secondary to WPV impact relationships, finances, identity, confidence, and the
physical health of frontline nursing staff. Physical effects range from debilitating injury to
muscular tension, headaches and fatigue associated with anxiety (Goldblatt, et al., 2020). The
Occupational Safety and Health Administration notes that those injured in the line of duty while
working in hospitals may be left with residual feelings of guilt and powerlessness (OSHA, 2015).
Research also demonstrates that workers are fearful of being blamed for WPV by supervisors
and peers. Nurses exposed to violence may develop the intrusive memories, nightmares, and
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feelings of helplessness observed in Post-Traumatic Stress Disorder (Goldblatt, et al., 2020).
WPV may even negatively impact how nursing staff relate to family members (OSHA, 2013).
Other common reactions among nurses who experience WPV are progressive disengagement
from patient care, decreased job satisfaction, and abandonment of the nursing profession
(Goldblatt, et al., 2020). Frontline nursing staff who experience patient to staff WPV sustain
physical as well as psychological injury.
According to Buterakos, et al. (2020) workplace violence taxes hospitals and healthcare
systems and are estimated to cost $4.2 million annually. Burnout associated with WPV leads to
staff attrition, decreased quality of patient care, and poor patient satisfaction scores. Missed days
of work and use of workers compensation benefits represent additional expenses for hospitals.
Training new staff to replace those who leave can range in cost from $27,000 to $103,000 per
worker (Buterakos, et al., 2020). Hospitals are increasingly attentive to the problem of WPV as
its human and financial costs become more apparent.
Aggression management and behavioral emergency intervention training is in place at
many hospitals but may not be enough on its own to mitigate WPV. Aggression management
training strengthens the ability of healthcare workers to recognize risk factors for violence, to
prevent it when possible, and increases opportunity for safe management once it becomes
unavoidable. Principles of training, however, need to be reinforced in real time situations (Wong,
et al., 2015). A lack of reinforcement means training content does not always become a working
part of daily practice. Tools for assessing potential for aggression, intervening with aggression,
and debriefing after aggressive episodes all help to reinforce and operationalize behavioral
emergency training (Wong, et al., 2015).
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The Dynamic Appraisal of Situational Aggression (DASA) is one of several tools for
predicting violence among hospitalized patients to emerge as WPV prevention has become a
priority. It consists of seven questions about the presence or absence of easily assessed patient
behaviors like irritability, refusal of care, and verbal threats. Tools for predicting violence allow
proactive intervention. Research supports the DASA’s ability to predict violence more accurately
than clinical judgment alone (Robertson & Daffern, 2019). Evidence also supports the DASA’s
sensitivity, specificity, and accuracy (Nqwaku, et al., 2018). The DASA is a well validated
clinical tool for early identification of potentially violent patients.
Debriefing is another intervention with a proven track record for improving clinical
communication. Initially developed within the aviation industry, debriefing involves bringing
participants and witnesses together after important events to review what went well and where
failures occurred. Debriefing arose out of the recognition that clear communication is critical to
safety. Cardiac surgery teams were among the first to adopt debriefing in the medical field, and
improved clinical outcomes followed (Kapur, 2015). The United States Veterans Administration
(VA) was an early adopter of debriefing and found that mortality rates associated with cardiac
surgeries dropped. Performance scores continued to improve over time as debriefing was
integrated into the culture (Neily, 2010). Communication tools like debriefing have strong
support and are widely acknowledged to have a positive impact on cultures of safety.
Problem Statement
Workplace violence (WPV) in hospitals negatively impacts nursing staff and may have
wide ranging impacts on healthcare system finances, recruitment, retention, and organizational
morale. Nurses who experience workplace violence can suffer psychological and or physical
consequences that may impact care and productivity. Behavioral emergency training can help
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nursing staff build the skills to intervene with aggressive patients, but those skills may be quickly
forgotten because of sporadic opportunities to apply them. The use of assessment and
communication tools helps to integrate evidence-based practices for WPV prevention into the
daily work of frontline healthcare staff.
Review of the Literature
A preliminary search of the literature was performed to understand the themes of
previous WPV prevention projects. On initial search, two tools stood out for their utility,
simplicity, and effectiveness. Dynamic Appraisal of Situational Aggression (DASA), an
assessment tool for predicting aggressive behavior, and critical incident debriefing, a method for
increasing team communication and learning from episodes of violence were selected for review
in this QI project. The DASA and debriefing were explored through separate literature searches.
Dynamic Appraisal of Situational Aggression
The Dynamic Appraisal of Situational Aggression (DASA), a violence prediction tool,
was explored with a search of the literature. The CINAHL and PubMed databases were included
in the search. Using the search terms “Dynamic Appraisal of Situational Aggression”, “medical
patients”, and “acute care”, a search of English language, peer-reviewed articles published
between 2016 and 2021 was performed. From an initial pool of 68 articles, nine works were
chosen for inclusion after evaluation of abstracts and full texts for relevance and quality of
evidence. In addition, the original work by Ogloff and Daffern, the authors of the DASA, was
evaluated. Please see Appendix A for a diagram of the literature search flow.
Six of the articles were retrospective examinations of DASA performance, most with
small data sets ranging from 17 (Maguire, et al., 2019) to 43 (Nqwaku, et al., 2018). Kounomaki,
et al., with n = 331, and Connor, et al. (2019) with n = 1,548 were the exceptions. Two works
from 2020 by Yuniati, et al. were included. The first work by Yuniati, et al. employed a cross-
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sectional examination of both patients and users of the DASA, and the second was a systematic
review focused on how characteristics of psychiatric nurses influenced their use of the DASA.
The DASA, created by Ogloff and Daffern (2006), consists of seven assessments of
behavior with which to characterize the patient’s likelihood of becoming aggressive within a 24
hour period. The seven assessments include irritability, impulsivity, unwillingness to follow
directions, sensitivity to perceived provocation, quickness to anger when requests are denied,
negative attitudes, and verbal threats (Ogloff & Daffern, 2006, p. 808).

The DASA is a straightforward tool that may be completed with observation and a review
of the chart. The DASA measures the dynamic state of risk driven by factors which are most
amenable to staff intervention. Verbal threats, for example, often lead to an escalation of
aggression but can be used as a cue for staff intervention with supportive listening or as needed
medications to preempt an episode of violence (Ogloff & Daffern, 2006). Ogloff and Daffern
(2006) found that among 100 hospitalized psychiatric patients studied over six months, that the
DASA was significantly more accurate at predicting violence than clinical judgement alone.

Strengths of the DASA

The predictive validity of the DASA is reviewed in multiple articles. Nqwaku, et al.
(2018) rates the predictive power of the DASA as excellent after trialed on three inpatient
psychiatric units over the course of six months. Yuniati, et al (2020) described the DASA as
having moderate to reliable predictive validity. Maguire, et al (2019) found a significant decrease
in verbal aggression when the DASA was trialed on a small unit for female forensic patients.
Across settings, the predictive validity of the DASA has been demonstrated.
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Several articles identified the relationship between violence risk and staff interventions as
an important strength of the DASA. Yuniati, et al (2020) found that the DASA helped cue
caregivers to intervene with rising scores, as well as communicate risk to each other.
Kaunomaki, et al. (2017) found that high DASA scores prompted staff to intervene with limit
setting, as needed medications, and with encouraging patients to take time alone or to talk with
their doctors. Maguire and his coauthors (2019) developed an aggression intervention protocol
with specific interventions recommended for different DASA scores and observed an overall
increased use of interventions including distracting activities and reassurance. In summary, the
identification of dynamic symptoms that are amenable to staff intervention is an important
strength of the DASA.

The DASA assists clinical teams to identify the early signs of potential violence, and
therefore avoid more restrictive interventions. Maguire et al. (2019) noted this preventative
orientation of the DASA was in line with the World Health Organization’s guidance to seek
resolution of the roots of violence versus reacting to it. Restraints are characterized as
dehumanizing, contributing to longer hospitalizations and higher rates of resource utilization
(Connor, 2019). A shared belief among authors cited in this review is that violence prediction
tools, and the DASA, in particular, help decrease use of more restrictive and potentially
traumatizing interventions.

Diversity of Settings

Evidence from the literature has demonstrated the effectiveness of the DASA in
identification of potentially aggressive patients in multiple settings. Connor, et al (2019) tested
whether the DASA could predict aggression in an emergency room. Results gathered over eight
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months with 1,548 patients were consistent with those from trials on inpatient psychiatric units,
where the DASA had strong predictive validity. Le, et al (2018) compared the predictive
accuracy of three violence prediction tools on both male and female forensic units and found the
DASA outperformed other tools. Maguire, et al (2019) concluded that use of the DASA in
forensic settings may help reduce the use of more restrictive interventions and proactively
eliminate episodes of violence. There is support in the literature for the usefulness of the DASA
in a diversity of settings aside from inpatient psychiatric units where it was originally studied.

Robertson and Daffern (2109) found that the DASA shows promise for use in residential
care settings for older adults. They examined the literature for current models to describe
aggression in older adults and contributing factors like sensory impairments and functional
dependence status. The authors found a common ground between the dynamic factors connected
to aggression in psychiatric and geriatric patients, but also some elements unique to older adults.
Hearing and vision impairments, for example, may lead to interpretation of stimuli as
threatening, especially with intrusive types of caregiving like incontinence care. Impaired
executive function, social isolation, and physical discomfort are other factors associated with
aggression in elders. Robertson and Daffern concluded that the DASA would likely form a good
foundation for building a tool for violence prediction among older adults. Refinements like the
addition of disorientation, pain and other factors could strengthen the tool for use in geriatric
populations.

Debriefing
A second search of the literature was performed to understand existing work on
debriefing in healthcare. The search used CINAHL, Google Scholar, Cochrane Review, APA
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Psych Info, and Pub Med databases. English language, peer-reviewed articles published between
2016 and 2022 were included. Papers set outside of hospitals and medical schools were
excluded, as were those examining debriefing of non-patient related incidents. Of 396 articles,
12 were selected after a review of titles, abstracts, and full texts. One additional paper was
identified through the bibliography of “Pocket Book for Simulation Debriefing in Healthcare”.
Please see Appendix B for a diagram of the literature search flow.
Debriefing is intentionally structured to promote non-judgmental and non-hierarchical
dialogue. Debriefing is defined as a retrospective reflection on discrete events by a team of
directly involved participants. A facilitator guides participants to reflect on and re-examine
events, with the intention of building connections between theory and practice. Feedback,
defined as the sharing of comparisons between performance and best practice, is a key tool of
debriefing (Fryetag, et al., 2017). Participants are encouraged to focus on what worked well and
what did not work well during the event, without blaming or judging each other. The facilitator
functions not as an authority, but to promote the flow of dialogue (Fryetag, et al., 2017).
Debriefing, in summary, facilitates improved communication among team members.
Diversity of Settings
The articles selected for inclusion examine debriefing in varied hospital settings and
among varied categories of healthcare workers, demonstrating its wide applicability. Debriefing
has been studied in emergency departments, medical school simulation labs and intensive care
units. Project participants include nurses, nursing students, Certified Nursing Assistants, medical
students, and multidisciplinary team members. The process of debriefing is flexible enough to be
useful in diverse settings and with diverse professional teams.
Debriefing Types
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The collected articles described several types of debriefing developed for use after
intensely emotional clinical events. Critical Incident Stress Debriefing (CISD) and Distress
Debrief (DD) are performed after unexpected patient death, poor surgical outcomes, and staff
injury (Pender, et al., 2016, Appletton, et al., 2018). Generally one hour or longer, CISDs and
DDs are planned outside of routine shifts in a safe and private space and allow for careful
reconstruction of events and processing of emotional content. Discussions between instructors
and nursing students at the end of clinical days also fit this model of debriefing (Oriot, 2018).
CISDs and DDs have a controversial record. There is evidence these discussions can
retraumatize medical and first responder staff when not well managed (Pender, et al., 2016).
Processing highly charged clinical events is the goal of this style of debriefing.
Post-simulation debriefings have been extensively researched, as simulation in medical
and nursing education has quickly become a part of clinical curriculums over the past few
decades. Gather-Analyse-Summarize (GAS) and Team Techniques Analysis Grid (Team TAG)
are just two examples of the many distinct post-simulation debriefing formats (Fryetag, et al.,
2017). Some post-simulation debriefings are led by educators or content experts, while some are
peer led. They are held after simulations of surgeries and group simulation trainings, like active
shooter drills. Post-simulation debriefings have a strong body of support among the literature.
Real time Non-Critical Incident Debriefings take place immediately following events like
surgery, violent episodes in the emergency room, and restraint of psychiatric patients. NonCritical Incident Debriefings are typically limited to five to 20 minutes long, due to high demand
on the time of those involved: security officers, nurses, hospitalists, and patient care technicians.
Nadir, et al. (2017) performed a survey of physicians to understand how this type of debriefing
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was being used in New York City hospitals. The authors found that 33% of physicians were
involved in between one to six debriefings per month. The types of events debriefed include
difficult surgeries, episodes of less than optimal collaboration, cardiac codes, and adverse or near
miss events (Nadir, et al., 2017). Non-Critical Incident Debriefings are held immediately
following difficult clinical events, among only those immediately involved.
Debriefing Functions
Debriefing in healthcare settings has various functions related to the emotional regulation
of participants. It can help clinical staff cope with the emotions that accompany high stakes care
situations. El Khamali, et al. (2018) described how debriefing among intensive care nurses
provided an outlet for the emotions associated with bearing witness to suffering and death.
Seventy-eight per cent of a sample of nursing students felt less anxious about engaging in
therapeutic communication with psychiatric patients after the opportunity to rehearse skills
during debriefing (Gaylle, 2019). Articles by Sanchez, et al., (2018) and Doherty-Restrepo, et al.
(2018) emphasize how self-confidence is built during debriefing, as staff compare performance
with best practice and work together to understand how to bridge the gap. Processing of
emotional content as a group is widely recognized as a beneficial outcome of debriefing.
Debriefing is also aimed at strengthening the cognitive skills of participants. Fryetag, et
al. (2017) write that establishing shared mental models of clinical situations is one of the
principal objectives of debriefing. Improved clinical reasoning is noted as an objective in most of
the works surveyed. El Khamali, et al. (2018) list among the goals of debriefing an improved
prioritization of tasks, technical dexterity and clinical decision making. Other cognitive related
goals of debriefing include sharing of best practices and expert advice, team building, and
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practice of critical thinking. Debriefing helps teams build clinical reasoning and communication
skills.
Common themes can be seen among the diverse articles regarding outcomes of
debriefing. Emotional processing was a positive outcome noted in several articles, as was
improved cohesion and communication between team members. Appleton, et al. (2018) found
preliminary evidence that Distress Debriefing among pediatric intensive care RNs could be
helpful in alleviating moral distress. Debriefing was found to reduce mental workload in a crisis,
freeing clinicians to manage unpredictable elements without needing to spend internal resources
on the basics of good practice (Boet, et al., 2017). Other outcomes included improved confidence
in diagnosis (Doherty-Restrepo, et al., 2018), resolution of staff disagreements (Nadir, et al.,
2017), and identification of gaps in process (Nadir, et al., 2017). Thus, the literature supports
many positive outcomes of consistent patient debriefing.
Theoretical Framework
Kolb’s Experiential Learning Theory (ELT, 2005) was utilized for this project. ELT
suggests that new information and skills are best learned through experience. One principle of
ELT is that individuals learn best with immediate feedback, to help them better absorb the
information. Debriefing involves pausing after difficult events to compare the abstractions
learned in training with the applied skills derived from that training. Another ELT principle is
that learning is enhanced when new information is integrated with existing beliefs, for example
when nursing staff learn to shift into designated roles during behavioral emergencies, as they
have been trained to do during cardiac emergencies. Kolb sees learning a holistic process
involving thinking, acting, and reflecting (Kolb & Kolb, 2005). Comparing patient symptoms
with the DASA criteria, both together and in coordination with other team members, enhances
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RN and PCT skills through reflection. The tools and interventions used in this QI project
highlight the principles of the experiential learning theory.
Methods
Goals and Expected Outcomes
The primary goals of this project were to increase acute care nursing staff knowledge
and confidence related to patient aggression. Expected outcomes were an increased
understanding of evidence based practices, including the Dynamic Appraisal of Situational
Aggression instrument for predicting patient aggression, and critical incident debriefing to
improve clinical team dynamics related to aggression management. Ultimately the goal was to
reduce episodes of patient violence towards frontline hospital staff.
Project Site and Population
The setting for this project was a large magnet designated medical center in western
Massachusetts. The 716 bed hospital is a busy teaching facility with a level one trauma center
and cardiovascular surgery department that draws people from throughout the region. The two
units chosen for this project share patient populations with high rates of agitation secondary to
diagnoses of delirium, dementia, psychiatric co-morbidity, and substance dependence. Each of
the 30 bed units is typically staffed by five RNs and four Patient Care Technicians per day and
evening shifts. Additional staff include a Nurse Manager, Medical Director, Hospitalists and
resident MDs, one social worker, two case managers, and a unit coordinator. Other categories of
staff respond to the unit when needed, for example security officers, psychiatric specialists,
Occupational and Physical Therapists.
Nurses and Patient Care Technicians on these units have the most contact with patients
during tasks such as bathing, administering medications and vital sign assessment. These tasks
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require close physical proximity to patients and place staff at high risk for physical assault from
those patients with impaired judgement and poor impulse control. According to hospital
leadership, less than a quarter of staff at the facility have had training in the management of
agitated patients.
Implementation
This quality improvement project took place between March of 2021 and March of 2022.
Discussions with stakeholders on the subject of workplace violence took place during the spring
and summer of 2021. Research and preparation of materials occupied the fall months of 2021. A
wave of pandemic related patient census spikes and staffing shortages led to several
postponements, but in February of 2022, project implementation was launched. Data analysis
was completed in March of 2022.
Pre-Intervention
The project began by meeting with stakeholders to discuss the challenges and possible
solutions to WPV in the hospital. Discussions were held with unit managers, staff nurses, and
senior leadership in nursing, patient safety and quality. Anger and anxiety related to aggression
from patients was abundantly in evidence in the anecdotes and opinions shared by frontline staff.
Data retrieved from the hospital safety reporting system confirmed that frontline staff sustained
hundreds of assaults annually, and it was generally acknowledged that many more went
unreported. Assaults by patients included kicking, scratching, spitting, pushing, and punching.
Although a training program on de-escalation of aggressive patients was available, a limited
number of medical-surgical frontline staff reported having participated. Even among staff who
had completed the training, sporadic occurrences of WPV meant its lessons were not retained.
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Based on stakeholder discussions, a quality improvement project was designed with the goal of
increasing nursing staff knowledge and confidence related to management of patient aggression.
To measure the outcomes of the project, a survey was designed to understand whether
nursing staff experienced an increase in knowledge and confidence related to aggression
management after viewing an educational presentation. The survey was created with inspiration
from the Confidence in Coping With Patient Aggression instrument (Thackrey, 1987), which was
developed and refined by the Veterans Administration Mental Health Centers to measure the
effectiveness of staff training on intervening with aggressive patients. It was well suited to this
project, but out of respect for the time constraints of busy frontline staff, Thackrey’s eleven item
survey was shortened to five items. The resulting survey asked participants whether they strongly
disagreed, disagreed, neither agreed nor disagreed, agreed, or strongly agreed with statements
such as: I feel self-assured working with an agitated patient, and I know what to do in a
behavioral emergency. The pre and post survey statements were identical, so that the change in
response could be measured after participants viewed the presentation. (See Appendix C: Pre –
Behavioral Emergency Education Survey and Appendix D: Post – Behavioral Emergency
Education Survey)
The pre-intervention survey asked participants to identify the unit they worked on,
professional role, gender, the number of years they had worked in direct patient care and the
number of years they had worked on their current units. Aside from these demographic
questions, the pre- and post-education surveys contained the identical five questions. The two
surveys were printed on separate sheets of paper and stapled together.
Participants were recruited with in-person presentations conducted by the DNP student at
“morning huddle” meetings on each of the two units. Morning huddle meetings, occur during
clinical hand off of care, between the night and day shift teams and are attended by
approximately 25 staff members including RNs and PCTs. The scope and intentions of the QI
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project were briefly explained to staff, along with assurances that participation was voluntary and
that their anonymity would be protected.
Intervention
A seventeen-minute educational presentation created by this DNP student was made
available on a laptop computer, allowing participants to view the presentation in the break rooms
or at nurses' stations. The educational intervention took place on three consecutive mornings in
February of 2022. Twice there were large groups viewing the presentation together, with others
viewing individually at more convenient times during the day. Twenty RNs and PCTs viewed the
presentation, with a total of twelve completing both the pre-and post-education surveys.
The presentation was a twenty-one slide narrated power point (Appendix G: Educational
Slides) that included evidence-based strategies for use before, during, and after episodes of
aggression (behavioral emergencies). Before an aggressive incident, participants were instructed
on the use of the Dynamic Appraisal of Situational Aggression (DASA) tool for identification of
patients at risk of becoming violent. Pre-emptive strategies for avoiding escalation of patients were
reviewed which included supportive listening, providing the patient with music, or administering
as needed medications. Additionally, the presentation encouraged staff to communicate clearly
with the patient and each other, and to reach out to security and psychiatric teams for safety needs.
Following aggressive incidents, participants were encouraged through the presentation to adopt
team debriefing. Finally, the narrated presentation concluded by describing how debriefing
benefits team communication.
Post-Intervention
The post survey, comprised of the same questions as the pre survey, sought to evaluate
knowledge gained from the intervention was available immediately after the presentation. A total

20
of twelve participants completed both the pre and post presentation survey. A tool kit containing
helpful phone numbers, debriefing forms, and step-by-step instructions for how to complete a
DASA assessment were left on each unit. Staff were encouraged to follow up as needed with the
DNP student or unit management with questions or concerns.
Data Analysis
The data collected for this project consisted of demographic information and matched
before and after survey responses from the 12 participants. Descriptive statistical methods were
used to analyze pre- and post-education surveys and the demographic data. An online Wilcoxon
calculator was used to analyze survey data. Due to the small sample size, the non-parametric
Wilcoxon analysis was determined to be most appropriate for examining whether changes in
survey measures after the intervention were significant.
Protection of Human Subjects
Consent was obtained before the project was implemented from both the University of
Massachusetts Human Research Protection Office Internal Review Board (IRB) and to the IRB
of the medical center where the project took place. Both IRBs found this work to meet the
definition of a quality improvement project. The project was therefore granted an exemption to
IRB oversight. All participant information was protected by the Health Insurance Portability and
Accountability Act of 1996 (HIPPA) which, among other guarantees, protects the privacy of
patients’ health information (Modifications to the HIPPA Privacy, Security, Enforcement, and
Breach Notification Rules, 2013). Additionally, the DNP student carefully conducted this project
with attention to all standards of care in the medical center. All information collected as part of
evaluating the impact of this project was aggregated data from the project participants and will
not include any potential patient or employee identifiers.
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The risk to nursing staff participating in this project is no different from the risks of daily
staff practices in their professional roles. Participant confidentiality was assured by foregoing
collection of any identifying information during the project. Survey forms were on paper only,
with pre and post intervention surveys stapled together to avoid the need to use identifiers to
match participants surveys. There is no plan to generate electronic files containing identifiable
information.
Results
The quality improvement project took place on two 30 bed med-surg units within a large
western Massachusetts medical center. Research and design began in the spring of 2021, with
implementation getting underway in February of 2022. Twelve Registered Nurses and Patient
Care Technicians viewed an educational presentation of evidence-based approaches to
management of aggressive patients. Each participant completed a brief survey before and
immediately after the presentation to measure changes in understanding and confidence.
Demographic information was also captured through the surveys.
Several themes emerged from the pre- and post-intervention surveys. The first theme
noted was the high level of confidence and knowledge endorsed by participants before the
presentation. A second prominent finding was the increase in knowledge and confidence across
the board reflected in the surveys after education, with increases in self-assurance and ability to
intervene verbally with aggressive patients affirmed as statistically significant by the Wilcoxon
analysis. The final theme is the individuality of responses, with little pattern connected to gender,
role, or number of years in practice.
Theme One
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Pre-intervention surveys reflect a high degree of baseline confidence and understanding
of the management of aggressive patients. One hundred percent of participants either agreed or
strongly agreed that they knew how to recognize the warning signs of aggression in patients
before the education. Seventy-five per cent of participants indicated they knew how to verbally
intervene with an aggressive patient, and over 83% felt capable of intervening physically before
the education. Forty-one per cent of respondents endorsed feeling self-assured when working
with agitated patients, and just over 58% of participants either agreed or strongly agreed that they
knew what to do in a behavioral emergency. Generally, the pre-intervention surveys indicated
that staff felt prepared to intervene with aggressive patients. (See Figure 1. below)
Theme Two
When the pre- and post-education surveys were compared, two survey items showed
significant change. A Wilcoxon test was performed using a calculator from socsci.com. A
significance level of 0.5 and a two-tailed hypothesis were applied. The results indicate that after
the intervention, responses to items 1 and 5 changed significantly. Item 1 states: I feel capable of
intervening verbally with agitated patients. Item 5 states: I feel self-assured about working with
agitated patients. The survey item with the largest degree of change between pre and post
intervention ratings concerns the participants sense of self-assurance when working with agitated
patients. A comparison of responses before and after the intervention is presented in Figure 1.,
below.
Figure 1.
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Pre- and Post- Education Survey Responses

The Pre- and Post- Education Survey Responses graph above highlights a comparison of
staff’s self-reported level of knowledge and confidence around managing patient aggression on
med-surg units.

Theme Three

Gender and years of experience in patient care did not appear to influence results of the
surveys consistently, based on the demographic characteristics collected with the pre-education
survey. The majority of participants were RNs (n=8), all of whom were female. There were two
male PCTs and two female PCTs (n=4). Most respondents had worked in patient care between
one and 10 years. Many had not worked for long on their present nursing unit, with most
reporting between one and five years. The mean years of experience on the unit was
approximately two years and eight months. One male PCT reported feeling very confident and
knowledgeable, both before and after, while the second male PCT admitted not feeling capable
of intervening verbally or physically with aggressive patients before, but with improved abilities
after the intervention. A nurse with 15 years of experience endorsed feeling capable and able to
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recognize warning signs of aggression but admitted to a lack of self-assurance in handling these
situations. The least experienced RN, with one year in patient care, had very similar responses.

Discussion

Results of this QI project demonstrated that this group of frontline nursing staff felt
prepared to manage aggressive patients but were open to building on existing strengths. Before
the educational presentation, most participants agreed or strongly agreed that they felt selfassured when working with agitated patients. They overwhelmingly agreed that they felt capable
of intervening verbally and physically and understood the warning signs of aggression. After the
education, degree of confidence and knowledge rose in every category. This suggests that
participants had acquired skills in this area previously but benefitted from further education. The
presentation offered as part of this QI project reinforced and built on existing knowledge of the
management of aggression. As noted by Kolb and Kolb in their theory of Experiential Learning
Theory, “All learning is relearning” (2005, p. 194). The premise that learners most effectively
gain insight and skill when new ideas are integrated with pre-existing experiences and beliefs
was supported by the increased confidence and understanding endorsed by participants after the
intervention.

The results of this project support the hypothesis that frontline healthcare worker
education can increase knowledge and confidence related to management of aggressive patients,
consistent with findings from the literature. Maguire and her coauthors (2017, 2019) note that
when assessment tools are supported with staff training, outcomes are improved. El Khamali, et
al. (2018) assert that education assists nurses to develop strategies for coping with stressful
events. Nurses who participated in aggression management training as part of a quality
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improvement project by Heckemann, et al. (2016) gained confidence in their ability to intervene
with aggressive patients. Participants in this QI project reported that after the educational
intervention, they gained improved ability to intervene with agitated patients and an enhanced
sense of self-assurance.

The two interventions featured in the educational presentation - the Dynamic Appraisal of
Situational Aggression (DASA) instrument and critical incident debriefing following episodes of
patient aggression - deserve further study of their individual feasibility and effectiveness on
inpatient medical-surgical units. Debriefings have been noted to help clinical teams identify gaps
in knowledge, clear the air between colleagues, and promote team cohesion (Nadir, 2016). The
DASA is less well studied in medical surgical contexts but has great potential to help frontline
staff not only deescalate aggressive patients, but also to manage their own anxieties around
working with these patients.

While the relationship between increased confidence and knowledge and the reduction of
WPV is not explicitly demonstrated by this project, this is another opportunity for future
research. Aggression arises out of multiple interwoven factors including patient personality
structure, the influence of medications and unit culture. Careful study of how these factors
interact, possibly borrowing the approach of Ogloff and Daffern, who designed the Dynamic
Appraisal of Situational Aggression tool by focusing on aspects of aggression that are most able
to be influenced by staff intervention, can lead to more clarity.

A limitation of this project is the small sample size. Pandemic related fluctuations in
staffing levels and patient census created a significant barrier to implementation. An effort was
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made to schedule implementation during breaks in waves of the pandemic, with respect for the
fatigue, disorientation, and distress among frontline staff during the fall of 2021.

Conclusion

Regulatory agencies, hospitals and the media are increasingly taking note of workplace
violence in healthcare settings. WPV perpetrated by patients towards nursing staff is widespread
and destructive, both to individual caregivers and to healthcare systems. Preventing aggression
before it escalates, with the use of assessment tools for predicting violence, and debriefing of
violent episodes after they have occurred, have strong support in the literature as interventions
that can benefit hospital teams. This DNP project demonstrates that education on these evidence
based practices for managing aggressive patients helps staff build confidence and reinforces
existing knowledge.
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Appendix A
Diagram 1

Literature Search Flow Diagram - DASA
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Appendix B

Diagram 2

Literature Search Flow Diagram - Debriefing
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Appendix C
Pre – Behavioral Emergency Education Survey
Please circle the number that most closely represents your current attitude toward each
statement.
1 = Strongly disagree, 2 =Disagree, 3 =Neither agree nor disagree, 4 = Agree,
5 =Strongly Agree
1. I feel capable of intervening verbally with an agitated
patient.
2. I feel capable of intervening physically with an
agitated patient.
3. I know how to recognize the warning signs of
aggression in a patient.
4. I know what to do in a behavioral emergency.
5. I feel self-assured about working with an agitated
patient.

Unit:
Work title:
Years experience on unit:
Years experience in direct care:
M/F/Other:

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5
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Appendix D
Post – Behavioral Emergency Education Survey
Please circle the number that most closely represents your current attitude toward each
statement.
1 = Strongly disagree, 2 =Disagree, 3 =Neither agree nor disagree, 4 = Agree,
5 =Strongly Agree

1. I feel capable of intervening verbally with an agitated
patient.
2. I feel capable of intervening physically with an
agitated patient.
3. I know how to recognize the warning signs of
aggression in a patient.
4. I know what to do in a behavioral emergency.
5. I feel self-assured about working with an agitated
patient.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

39
Appendix E
Code Yellow Debriefing Form

Location:_________________________Date/Time:_____________________________
Initials/Room of Patient Involved:_________ Staff Assigned to Debrief Patient______
List staff present and how many are CPI trained:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
We are here to learn from this event and define what we did well and what we could do better.
We want to review behaviors, events, and the thoughts behind them to get a better understanding
of what happened. We are not here to assign blame but to improve our care during the next
event.
What triggered the event? What interventions were tried before Code called?
__________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Were there any injuries? If yes, describe
briefly.__________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What did we do
well?___________________________________________________________________
________________________________________________________________________
What could we have done
better?__________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Were CPI techniques or principles
used?___________________________________________________________________
________________________________________________________________________
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Appendix F
Table 1
Simplified Project Timeline
Task

July

Discussions
with
X
Stakeholders
Education and
Design

Aug

Sept

Oct

Nov

Dec

X

X

X

X

X

X

X

X

X

Jan

Feb

March

X

Recruitment
X

X

Intervention
X
Pre and Post
survey

X

Analysis
X

X
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Appendix G

Educational Presentation Slides

WORKPLACE VIOLENCE
IN THE HOSPITAL:
ACUTE CARE NURSING EDUCATION TO
ENHANCE BEHAVIORAL EMERGENCY
INTERVENTION SKILLS

42

43

44

45

46

47

